We used this method to study the MNCV in some clinical conditions where damage to the peripheral nervous system was probable (subjects exposed to exogenous toxic agents and those with diabetes and uraemia) to evaluate the possible advantages of this technique as compared with routine neurophysiological tests in mild peripheral neuropathies.
SUMMARY Hopf's technique was used to measure motor nerve conduction velocity of fibres in the deep peroneal nerve in clinical conditions where damage to the peripheral nervous system was probable. A particular distribution of motor nerve fibre conduction velocity was shown by the analysis of the findings in some of the groups investigated, illustrating the advantages of this method as compared with routine neurophysiological tests.
In measuring motor nerve conduction velocity (MNCV) the value of only the fastest fibres usually is considered. MNCV measurement of all fibres can give a better impression of nerve function. Such measurement is possible with Hopf's technique,l 2 which among the methods proposed for this purpose, is the most reliable. 3 We used this method to study the MNCV in some clinical conditions where damage to the peripheral nervous system was probable (subjects exposed to exogenous toxic agents and those with diabetes and uraemia) to evaluate the possible advantages of this technique as compared with routine neurophysiological tests in mild peripheral neuropathies.
Patients and methods
We examined 13 diabetic subjects (illness duration from 3 to 20 years), 13 chronic uraemic subjects (eight on dialysis, five on conservative therapy, diet), 20 subjects exposed to leather glues (workers from three separate shoe factories with different risk factors).
The data of these groups have been compared with those obtained in a control group of 21 normal volunteers. The following tests were performed: measurement of the MNCV of the deep peroneal nerve with the usual technique, and on the same nerve by Hopf's technique. The nerve was stimulated at the head of the fibula and at the ankle with paired rectangular supramaximal 0-2 ms stimuli, recordings percutane-ously from the extensor digitorum brevis muscle. The intershock interval was varied, by either 0-1 or 0-2 ms at a time, starting from the minimum delay at which the smallest potential was elicited by proximal stimulation. At each time interval we recorded the increment in amplitude of the potential, until the delay between the two stimuli was such that there was no further increase.
Analysis of the change in amplitude of the muscle potential for each time interval between the proximal and distal stimulus was made, a particular velocity value corresponding to each time interval. Average histograms of range of conduction velocity against amplitude of the potential were constructed for each particular group of patients, taking as reference point the median value of motor conduction velocity for each subject. Calculating average amplitude of the median value in the group, the same measurement was then performed, metre by metre, for all conduction values and their respective amplitudes to the left and right of the median value. In the MNCV measurement we deliberately did not consider the absolute refractory period, which increases in pathological conditions,4 the proximal stimulus, although finding the nerve immediately below the electrode in the refractory period, probably succeeds in exciting the nerve at a more distal point due to current volume conduction.
Results
The figure and the 
